sone (1 mg/kg) was initiated on day ϩ113. Sixteen days later the patient presented with chest pain, dyspnea and a Nocardiosis has rarely been described after BMT. When chest X-ray showing a reticulonodular pattern. Histologic the doses of immunosuppressive therapy were tapered, examination of a second lung biopsy specimen obtained on a 46-year-old BMT recipient developed chronic graftday ϩ129 revealed nocardiosis. Cultures of the biopsy samversus-host disease (GVHD) and immunosuppressive ple did not grow after 5 days of observation and were disdrugs were increased. Sixteen days later the patient carded. Consequently the species and antimicrobial suscepdeveloped nocardiosis diagnosed by lung biopsy.
Discussion
tissue and body-fluid concentrations suggest that the concentration of TMP in most tissues is higher than that in serum, while the tissue concentration of SMZ concentration is generally 20 to 50% of serum levels. 10 In the present The present case report shows that the clinical outcome of case, the monitoring of serum levels was made when nocardiosis can be tempestuous after BMT. The patient TMP/SMZ was switched to an oral schedule. Maderazo et developed pulmonary nocardiosis with late dissemination al detected to the skin and probably to the central nervous system. The therapeutic concentrations of both TMP and SMZ diagnosis was based both on the morphological and staining (5.1/36 g/ml) in infected brain tissue 6 h after an oral dose aspects of the micro-organism. Characteristically, the filaof the combination. 7 In the present case, the tissue concenments of Nocardia, branching at right angles, were diftration achieved was probably enough to eradicate Nocarfusely distributed in the suppurative lesions, differing from dia infection from the lungs and to avoid the appearance filaments of Actinomyces which form granules. They were of new cerebral lesions. However, definite improvement of demonstrated by silver impregnation (Grocott method), clinical status was achieved only after drainage of the brain revealed gram-positivity at Brown and Brenn stain and the abscess. Some studies have suggested that prolonged thermodified Ziehl-Neelsen staining (with sulfuric acid instead apy, 3 to 12 months, is necessary to control nocardiosis. 1, 5 of acid alcohol to decolorize the fuchsin) demonstrated the Relapses are common and suppressive therapy is indicated weak acid fast property useful in distinguishing Nocardia for 6 to 12 months after treatment. 1 In the present case, the from Actinomyces.
5 Species and antimicrobial susceptipatient received sulfa treatment for 14 months and secondbilities of the organism could not be determined because ary prophylaxis for 1 year. Fortunately, in contrast to the cultures of the lung biopsy sample had already been disother cases of nocardiosis described after BMT, the patient carded as routinely occurs in most laboratories, after 5 days remains well with limited chronic GVHD. We conclude of observation. Although we could not demonstrate that the that the management of nocardiosis after BMT is difficult, brain abscess was due to Nocardia, it seems reasonable to surgical drainage of abscesses should be considered early attribute the cerebral lesion to the same agent since the and prolonged treatment and suppressive therapy are necesbrain abscess was diagnosed 15 days after skin dissemisary to eradicate the infection. nation was confirmed. Moreover, toxoplasmosis, another uncommon cause of brain abscess in BMT recipients, can be effectively suppressed by intermittent use of sulfa. At that point, the patient was receiving high daily doses of sulfa, and so disseminated toxoplasmosis and death would References be expected if the brain abscess was due to a sulfa resistant T. gondii. Three factors may have contributed to the development of nocardiosis in this case: (1) The increased doses
